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HIV/AIDS
HIV Disease

HIV disease is the result of infection with human immunodeficiency virus (HIV), which is
primarily transmitted through sexual contact, and through sharing needles and other drug
paraphernalia by injecting drug users. HIV infection results in progressive deterioration of
the immune system, a process that generally takes place over a period of years. During the
early years of HIV disease, the infected person is usually asymptomatic. However, as
damage to the immune system continues, the individual typically begins to experience non-
specific signs/symptoms of illness and then, in the later stages of the disease when immune
system dysfunction becomes severe, the person becomes at risk for serious opportunistic
infections and malignancies. It is in the later stages of HIV disease that the individual comes
to meet the case definition for AIDS.

Etiologic Agent: Human immunodeficiency virus (HIV), a retrovirus, whose genetic
material becomes incorporated into the genetic material of certain cells
of the infected host, resulting in life-long infection.

Mode of HIV is primarily spread through sexual contact with an infected person,

Transmission: and through sharing needles and/or other drug paraphernalia with
someone who is infected. Babies born to HIV-infected women may
become infected before or during birth, or through breast-feeding after
birth. Health care workers can become infected through percutaneous,
mucous membrane, or non-intact skin exposures to blood from an HIV-
infected patient. HIV can also be transmitted through transfusions of
contaminated blood or blood clotting factors, although this is now an
extremely rare occurrence.

Human immunodeficiency virus has been isolated from blood (including
lymphocytes, macrophages, and plasma) and from other body fluids, such
as cerebrospinal fluid, pleural fluid, human milk, semen, cervical
secretions, saliva, urine, and tears. Only blood, semen, cervical secretions,
and human milk, however, have been implicated epidemiologically in
transmission of infection. The established modes of HIV transmission in
the United States are the following: (1) sexual contact (homosexual and
heterosexual), (2) percutaneous (from needles or other sharp instruments)
or mucous membrane exposure to contaminated blood or other body fluids
with high titers of HIV, (3) mother-to-infant (i.e., vertical) transmission
before or around the time of birth, and (4) breastfeeding. Transfusion of
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Incubation:

Clinical Features:

Complications:

Diagnosis:

blood, blood components, or clotting factor concentrates is now rarely a

mode of HIV transmission in the United States because of exclusion of

infected donors, viral inactivation treatment of clotting factor concentrates,
and the availability of recombinant clotting factors. . . . . . In the absence of
documented parenteral, mucous membrane, or skin contact with blood or
blood-containing body fluids, transmission of HIV rarely has been
demonstrated to occur in families or households or with routine care in
hospitals or clinics. Transmission of HIV has not been demonstrated to
occur in schools or child care settings. . . . .. A few cases of HIV infection
in children have resulted from sexual abuse by an HIV-seropositive person.
(2000 Red Book, p.330-1) Infections that. . . . .. can be asymptomatic for
long periods after vertical transmission (e.g. . . . . . HIV infection. . .) are
more problematic [in terms of assessing the likelihood of sexual abuse].
The possibility of vertical transmission should be considered in these cases,
but an evaluation of the patient’s circumstances by the local child

protective services agency is warranted in most. (2000 Red Book, p.143)

In the absence of antiretroviral treatment, the median time between
infection with HIV and the development of AIDS among adults is

approximately 10 years.

increasingly damaged, individuals typically begin to develop non-
specific symptoms/signs such as anorexia, lymphadenopathy, chronic

diarrhea, weight loss, fever and fatigue. In advanced stages of the
disease, persons become increasingly susceptible to life-threatening

opportunistic infections and malignancies. See figure 3 on page 3.

Infection with HIV generally results in progressive damage to the
immune system. This damage eventually becomes so severe that the
individual develops serious opportunistic infections and malignancies,

which can result in death.

HIV infection in adults, adolescents, and children >18 months of age is

generally diagnosed with an HIV antibody test.
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Treatment:

Disease
Intervention of
Sex Partners:
the

Serologic diagnosis of HIV infection in the perinatally-exposed infant
<18 months of age is complicated by passive transfer of maternal

antibody across the placenta; this antibody can persist in the child for up

to 18 months. Consequently, perinatally-exposed infants are usually
diagnosed using viral diagnostic assays such as polymerase chain

reaction (PCR) or HIV culture.

A number of antiretroviral drugs are now available for the treatment of
HIV infection. These drugs, while not eliminating the infection, can
decrease the amount of virus in the blood and slow the progression of
the disease. Because HIV can become resistant to any of these drugs,
combination treatment is now routinely used. It is vitally important that
all antiretroviral medication be taken exactly as prescribed, and that

doses are not missed.

The currently recommended drug combinations are not easy to take
because of the large number of pills that must be taken at multiple
specified times, and because of side effects associated with the
medications. In addition, while the drugs provide significant benefit for
many HIV-infected persons, they are not effective in all infected
individuals. Also, persons who initially respond to combination therapy

may subsequently develop resistance to their drug regimens.

Persons in the later stages of HIV disease are also routinely given
antimicrobial medications to reduce the risk of developing certain

opportunistic infections.

Sex and needle-sharing partners of HIV-infected persons should be
notified of their exposure as soon as possible after they are identified to
offer testing, promote life-style changes and prevent the spread of

virus (which is generally done by the Disease Intervention Specialists,
Section 1.0). Exposed contacts testing HIV-negative but in the window
period should be re-tested until six months after the time of last

cexXposure.
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Associated Clinical Manifestations of HIV Disease and the CD4+ Count Range® at Which They Tend to Appear:

CDa+ =500 Persistent Generalized Lymphadenopathy CDa+ <200 P. caran Pneumonia

Recurrent Vaginal Candidiasis

CD4+ 200-500 Pnaumococcal and Other Bacterial
Pneumonia

Pulmonary TB
Herpes foster
Orophanyngeal Candudiasis {Thruesh)
Cryptosporidiosis. Sell-Limited
Kaposi's Sarcoma
Oral Hairy Leukoplakia

Disseminated Histoplasmosis
Mikiary/Extrapulmonary TH
Progressive Multifocal Leuko-
encephalopathy (PML)
HiV-Associated Demantia
Wasting
Pernpheral Neuropathy
Non-Hodgkins Lymphema
Cardsomyopathy

Cervical Intraepithelial Neoptasia Chda+ <100 Disseminated Herpes Simplex

Cervical Cancer

Anemia

B-Call and Hodgkin's Lymphoma
Idiopathic Thrombocytopenic Purpura
Lymphocytic Intersiitial Pneumonitis

Toxoplasmosis
Cryplococcosis
Cryptosporidsosis. Chronic
Microsporidiosis

Candidal Esophagiiis

CD4+ <50 Disseminated Cytomegalovinus (CMV)
Disseminated Mycobactenum awviuem Complax
Central Nervous System (CNS) Lymphoma

*Most complicatons oocur with increased frequency at lower CD4 counts

Bartlet! )G, Gallant JE. 2007-2002 Madvcal Managemen! of HIV Infection . Publishied by Johns Hopkins Liniversity,
Department of Infectious Diseases, 2001 hitp fhawear hopkins-aids edulpublications/booibook_toc iml
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HIV Disease Websites

DHSS Disease Directory: HIV/AIDS
http://www.dhss.state.mo.us/GLRequest/ID/HIVAIDS.html

CDC Division of HIV/AIDS Prevention
http://www.cdc.gov/hiv/dhap.htm

HIV/AIDS Treatment Information Service (ATIS)
http://www.aidsinfo.nih.gov/

NIAID. AIDS.
http://www.niaid.nih.gov/publications/aids.htm

Medical Management of HIV Infection
http://www.hopkins-aids.edu/publications/book/book_toc.html

HIV InSite Knowledge Base
http://hivinsite.ucsf.edu/InSite.jsp?page=KB

CDC. STD Facts & Information: HIV/AIDS & STDs
http://www.cdc.gov/nchstp/dstd/disease info.htm#HIV&STDs

National Library of Medicine HIV/AIDS Information
http://sis.nlm.nih.gov/HIV/HIVMain.html

National Prevention Information Network (NPIN) HIV/AIDS Resources
http://www.cdcnpin.org

HRSA HIV/AIDS Services
http://hab.hrsa.gov/

MMWRs on HIV/AIDS
http://www.cdc.gov/hiv/pubs/mmwr.htm

FDA. Licensed / Approved HIV, HTLV and Hepatitis Tests
http://www.fda.gov/cber/products/testkits.htm
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Laboratory Tests for HIV in Adults

HIV infection in adults, adolescents, and children >18 months of age is usually diagnosed by
using HIV-1 antibody tests. Antibody testing begins with a sensitive screening test such as
the enzyme immunoassay (EIA, or ELISA). Reactive screening tests must be confirmed by a
supplemental test, such as the Western blot (WB) or an immunofluorescence assay (IFA). If
confirmed by a supplemental test, a positive antibody test result indicates that a person is
infected with HIV and is capable of transmitting the virus to others. Elisa and Western Blot
testing may be performed on either blood or oral fluids. However, oral testing is not
recommended for individuals under 13 years of age.

Two major HIV types have been characterized in humans: HIV-1, which causes nearly all
cases of HIV infection in the U.S. and HIV-2, which appears to be an uncommon cause of
infection in the U.S. Though HIV-2 infection can lead to AIDS, it takes longer to induce
immunosuppression and AIDS, it is less transmissible, and it is associated with lower
mortality than HIV-1 infection. A person infected with HIV-2 may not be detected with an
HIV-1 antibody test. Because the prevalence of HIV-2 in the U.S. is extremely low, CDC
does not recommend routine testing for HIV-2 in settings other than blood centers, unless
demographic or behavioral information indicates that HIV-2 infection might be present.
Those at risk for HIV-2 infection include persons from a country in which HIV-2 is endemic
or their partners. HIV-2 is endemic in parts of West Africa, and an increased prevalence of
HIV-2 has been reported in Angola, France, Mozambique, and Portugal. In addition, testing
for HIV-2 should be conducted when there is clinical evidence or suspicion of HIV disease
in the absence of a positive test for antibodies to HIV-1.

Information on CD4+ tests and viral load measurements in adolescents and adults can be
found in "Guidelines for the Use of Antiretroviral Agents in HIV-Infected Adults and
Adolescents". Similar information for children can be found in “Guidelines for the Use of
Antiretroviral Agents in Pediatric HIV Infection”. Both of these documents are periodically
updated and are available on the HIV/AIDS Treatment Information Service (ATIS) web site
(http://www .hivatis.org/trtgdlns.html). A discussion of the different tests used in the
detection/management of HIV disease is found in: Bartlett JG, Gallant JE. 2000-2002
Medical Management of HIV Infection. Published by Johns Hopkins University, Department
of Infectious Diseases, 2001. (http://www.hopkins-aids.edu/publications/book/ch2-
main.html.)

Recently, the FDA has approved use of a rapid test to diagnose HIV. At time of publication
of this document, Missouri Department of Health and Senior Services is in the process of
updating a rule to allow use of this test. Information on rapid testing can be found at
WWW.orasure.com.
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Laboratory Tests for HIV in Children

1. Less than 18 months of age

Infants born to HIV-infected mothers (HIV-exposed infants) present special diagnostic
problems. Positive HIV antibody tests in children up to 18 months of age born to HIV-
infected mothers are not necessarily diagnostic of infection, because the antibodies in the
child may be due to passive transfer of maternal HIV antibody. Passively acquired HIV
antibody falls to undetectable levels among most infants by 18 months of age. HIV
infection can be definitely diagnosed in most infected infants by age one month and in
virtually all infected infants by age six months by using viral diagnostic assays.

HIV infection can be definitively diagnosed in most infected infants by age one month
and in virtually all infected infants by age six months by using viral diagnostic assays. A
positive virologic test (i.e., detection of HIV by culture or DNR or RNA polymerase
chain reaction [PCR]) indicates possible HIV infection and should be confirmed by a
repeat virologic test on a second specimen as soon as possible after the results of the first
test become available. Diagnostic testing should be performed before the infant is age 48
hours, at age one to two months, and at age three to six months. Testing at age 14 days
also may be advantageous for early detection of infection. HIV-exposed infants should
be evaluated by or in consultation with a specialist in HIV infection in pediatric patients.

HIV DNA PCR is the preferred virologic method for diagnosing HIV infection during
infancy. A meta-analysis of published data from 271 infected children indicated that. . . .
.. 38% of infected children had positive PCR tests by age 48 hours. No substantial
change in sensitivity during the first week of life was observed, but sensitivity increased
rapidly during the second week, with 93% of infected children testing positive by PCR
by age 14 days.

Assays that detect HIV RNA is plasma also may be useful for diagnosis of perinatal
infection and may prove to be more sensitive than DNA PCR for early diagnosis of HIV
infection in HIV-exposed infants. However, data are more limited regarding the
sensitivity and specificity of HIV RNA assays compared with HIV DNA PCR for early
diagnosis.

HIV culture has a sensitivity similar to that of DNA PCR for the diagnosis of infection.
However, HIV culture is more complex and expensive to perform than DNA PCR, and
definitive results may not be available for two to four weeks.
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Although use of standard and immune-complex-dissociated p24 antigen tests are highly
specific for HIV infection and have been used to diagnose infection in children, the
sensitivity of these tests is less than the sensitivity of other HIV virologic tests. The use

of p24 antigen testing alone is not recommended to exclude infection or for diagnosis of
infection in infants aged less than a month because of a high frequency of false-positive
assays during this time.

Initial testing is recommended by age 48 hours because nearly 40% of infected infants
can be identified at this time. Because of the concerns regarding potential contamination
with maternal blood, blood samples from the umbilical cord should not be used for
diagnostic evaluations.

Repeat diagnostic testing can be considered at age 14 days in infants with negative tests
at birth, because the diagnostic sensitivity of virologic assays increases rapidly by age
two weeks and early identification of infection would permit modification of
antiretroviral therapy from the standard six-week course of neonatal ZDV
chemoprophylaxis to more aggressive combination antiretroviral therapy. Infants with
initially negative virologic tests should be re-tested at one to two months.

Although prophylactic antiretroviral therapy theoretically could affect the predictive
value of HIV virologic testing in neonates, ZDV monotherapy did not delay the detection
of HIV by culture in infants in PACTG protocol 076 and has not decreased the sensitivity
and predictive values of many virologic assays. However, whether the current, more
intensive combination antiretroviral regimens women may receive during pregnancy for
treatment of their own HIV infection will affect diagnostic test sensitivity in their infants
is unknown.

HIV-exposed children who have had repeatedly negative virologic assays at birth and age
one to two months should be retested again at age three to six months.

HIV infection is diagnosed by two positive HIV virologic tests performed on separate
blood samples. HIV infection can be reasonably excluded among children with two or
more negative virologic tests, two of which are performed at age >1 month, and one of
those being performed at age > 4 months. Two or more negative HIV immunoglobulin G
(IgG) antibody tests performed at age >6 months with an interval of at least one month
between the tests also can be used to reasonably exclude HIV infection among children
with no clinical evidence of HIV infection. HIV infection can be definitively excluded if
HIV IgG antibody is negative in the absence of hypogammaglobulinemia at age 18
months and if the child has both not clinical symptoms of HIV infection and negative
HIV virologic assays.
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Reference: Guidelines for the Use of Antiretroviral Agents in Pediatric HIV Infection,”
August 2001. (http://www.aidsinfo.nih.gov/) These guidelines were developed by the Panel
on Clinical Practices for Treatment of HIV Infection convened by the Department of
Health and Human Services (DHHS) and the Henry J. Kaiser Family Foundation.

2. Greater than 18 months of age

If the child is over 18 months of age, testing for antibody to HIV using the standard
ELISA test with a confirmatory test (usually Western blot) is sufficient for diagnosis of
HIV infection.
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Window Period

There is a period of time following initial infection with HIV when the individual's level of
HIV antibody is too low to be detected by the antibody test. This period, called the "window
period", will vary in different individuals, but has been said to average about four to six
weeks. However, it has been estimated that, when the most recent HIV antibody tests are
used, the average length of this window period is only about 25 days. By six months after
the time of initial infection, most infected persons will have detectable levels of HIV
antibody. Thus, although a negative antibody test result usually indicates that the person is
not infected, antibody tests cannot exclude infection that occurred <6 months before the test.

Persons at highest risk of infection:
e test immediately, to establish baseline information
e test again at three and six months, respectively
e if negative results are obtained six months after the time of last exposure, it is
unlikely that infection has occurred.

Persons at relatively low risk of infection:
e test three to six months after the last presumed exposure
e when patient anxiety is considerable, immediate testing followed by re-testing in
three to six months may be appropriate.
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Interpretation of Test Results

If an adult, adolescent, or child >18 months of age has a repeatedly reactive HIV EIA
(ELISA) test followed by a positive confirmatory test (usually a Western blot), he or she is
considered to be infected with HIV and capable of transmitting the virus to others.

Although a negative antibody test means that no antibodies were detected at the time of
testing, it is possible that the person has been infected but has not yet produced detectable

levels

of antibody (See Subsection 6.4). Antibody tests cannot rule out infection that

occurred <6 months before the test.

The current generation of HIV antibody tests is very accurate, having excellent sensitivity
and specificity.

v

The sensitivity of the test reflects its ability to detect any HIV antibody that may be
present in the specimen being tested. Put another way, the sensitivity of the test
indicates its ability to avoid false-negative results. With currently available HIV
antibody tests, sensitivity is close to 100%.

The specificity of the test reflects its ability to avoid false-positive results. A test
which is highly specific will very rarely give a positive result on someone who is
uninfected. The high specificity of the HIV antibody test is indicated by a study
conducted by the U.S. Army, that found the test had a false-positive rate of one in
135,000. This is confirmed by a second study, performed on donated units of blood
and monitored by CDC, which found that the test's specificity was at least 99.9994%.

On occasion, the results of the Western blot test are reported as equivocal (indeterminate).
Potential causes of equivocal results include:

1)
2)
3)

4)

5)
6)

early stage HIV infection when the person is in the process of seroconverting;
advanced HIV infection with decreased antibody titers;

cross-reacting alloantibodies from pregnancy, blood transfusions, or organ
transplantation

autoantibodies as seen with collagen-vascular diseases, autoimmune disease, and
malignancy;

infection with HIV-2; and

receipt of an experimental HIV vaccine.

One approach to managing a patient with an equivocal (indeterminate) Western blot test is
the following:

Most authorities suggest that persons with indeterminate results should be retested. If at
all possible, the retesting of an individual at a later time should be performed in parallel

Missouri Department of Health and Senior Services
Communicable Disease Investigation Reference Manual



= Division of Environmental Health and Communicable Disease Prevention
e Section: 4.0 Diseases and Conditions New 7/03
Subsection: HIV / AIDS Page 13 of 21
Part: Interpretation of Tests Results Page 2 of 2

with re-assay of the initial sample on the same run with the same kit lot number and the
same assay conditions to ensure that the samples can be directly compared. The World
Health Organization (WHO) recommends retesting persons after two weeks if highly
suggestive Western blot profiles are produced, although other organizations suggest
waiting one to six months before retesting. If an individual is re-tested over a period of
six months and becomes negative or the band profiles do not progress, infection with
HIV can generally be ruled out. For poorly understood reasons, many individuals
continue to exhibit indeterminate results for years but are not infected. If an individual
does progress serologically (more bands, or greater intensity of bands) or converts to
positive (sero-conversion) during retesting, the individual was probably infected at the
time of the first test (early infection). It should be noted that individuals who have
received vaccination for HIV (e.g., subunit gpl160), may be misidentified as positive
based on reactions to the envelope antigens alone.

The significance of an indeterminate Western blot result varies depending on the risk
factors, clinical status of the patient, and the Western blot profile produced. For example,
individuals with a history of high-risk behavior are more likely to be the ones who later
sero-convert, because the chances of their being infected are high. In addition, some
Western blot profiles are more suggestive of early infection (e.g., p24, p31, and p55) than
are others (eg., p17 only). Many initially indeterminate results that subsequently become
negative or remain indeterminate are probably a result of non-specific reactions,
hypergammaglobulinemia, the presence of cross-reactive antibodies, infection by HIV-2,
or infection by an unknown, but related retrovirus. Also, it is known that some
individuals with AIDS may lose reactivity to p24, and perhaps other antibodies, later in
disease, so that even AIDS patients may have indeterminate Western blot results by some
criteria.

Ancillary tests, such as PCR and viral culture, may be helpful in resolving indeterminate
results if the diagnosis is in question.

(Constantine, N. HIV Antibody Testing: Methodology, in Cohen PT, Sande MA,
Volberding PA [eds.]. The AIDS Knowledge Base |[. 3 Ed]: 1998)
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Pre-Test Counseling

HIV counseling is considered to be an important HIV-prevention strategy. By ensuring that
counseling is empathic and "client-centered", clinicians will be able to develop an accurate
assessment of the person's risk and help him or her to develop a specific and realistic HIV-
prevention plan.

Genuine, non-judgmental concern for the patient creates an atmosphere conducive to open
communication. Open-ended questions yield maximum information. Allow the patient to
ask questions and to express feelings.

Patients should be encouraged to initiate risk-reduction behaviors while waiting for test
results, behaving as if they are sero-positive to prevent HIV transmission during this time
period. An appointment should be made for a return visit to receive posttest counseling and
test results. HIV test results are generally not to be given over the telephone and never
by mail.

For additional counseling guidelines, refer to CDC Guidelines for HIV Counseling, Testing,
and Referral in the appendix or at http:// www.cdc.gov/mmwt/PDF/rr/rr5019.pdf.
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Informed Consent

Informed consent should be obtained before conducting an HIV test. Patients should be
given an opportunity to ask questions or express concerns they may have. Persons must be
informed of state reporting laws as part of the informed consent process.

Summary of Prevention Counseling Procedures:

Provide HIV education (virus that damages the immune system, transmission, etc.)
Conduct risk assessment, including sex and drug use history

Counsel about risk reduction

Provide information about the test (explain positive/negative results)

Obtain informed consent

Referral to medical, psychosocial and/or drug/alcohol intervention services

An HIV Risk Assessment/Consent form can be found in this subsection.

19 CSR 20-26.030 contains regulations for persons (except physicians and their “delegated
representatives”) providing HIV counseling and testing. These regulations state that
“informed consent shall be obtained from the person prior to HIV testing, unless otherwise
permitted by law.”

Physicians (and their “delegated representatives”) who perform HIV testing are regulated
under 19 CSR 20-26.040, which does not mention informed consent, but states that the
physician must “consult” with the patient prior to testing.

19 CSR 20-26.030 and 19 CSR 20-26.040 are available at:
http://www.sos.mo.gov/adrules/csr/current/19csr/19¢20-26.pdf
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Overview of HIV Testing Procedures

For clients who request HIV testing, the following format is recommended:

A. Prete
1.

N

st
Conduct a risk assessment
a. What brought the client in for testing?
b. What high risk behaviors are identified?
Facilitate prevention counseling, questions answered
Develop Risk Reduction Plan with client
Obtain signed, witnessed informed consent
Provide appropriate brochures

B. Obtain Sample

C. Gi
1.

AN

D. Gi
1.

ving Negative Results

Give test results, answer questions

a. Give test results. Does client feel he/she is at risk? When? What activities or
situations have they been involved in which makes them feel they are placed
at greatest risk?

Discuss client’s alternatives to past behavior

Renegotiate individualized risk reduction plan with client

Initiate other community referrals, as indicated

Schedule retest, if requested by client

Give negative brochure

ving Positive Results
Call your local Disease Intervention Program and they will assist you in this
process (Appendix C).
Complete the Confidential HIV Report (blue card provided if the State Public
Health Laboratory is used) and return to the Office of Surveillance.
Disease Intervention Program staff will provide post-test counseling and partner
elicitation to the positive client.
Disease Intervention Program staff will assure referrals are made into HIV
care/prevention follow up services.

Missouri Department of Health and Senior Services
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Management of Sex/Needle-Sharing Partners

When referring to persons who are infected with HIV, the term “partner” includes not only
sex partners but also injecting-drug users who share syringes or other injecting equipment.
The rationale for partner notification is that the early diagnosis and treatment of HIV
infection possibly reduces morbidity and provides the opportunity to encourage risk-reducing
behaviors. Partner notification for HIV infection must be confidential and will depend on
voluntary cooperation of the patient.

Two complementary notification processes, patient referral and provider referral, can be used
to identify partners. With patient referral, patients directly inform their partners of their
exposure to HIV infection. With provider referral, trained health department personnel
locate partners on the basis of the names, descriptions, and addresses provided by the patient.
During the notification process, the anonymity of patients is protected; their names are not
revealed to partners who are notified. Many state health departments provide assistance, if
requested, with provider-referral partner notification.

The results of one randomized trial suggested that provider referral is more effective in
notifying partners than patient referral. In that study, 50% of partners in the provider-referral
group were notified, compared with 7% of partners notified by persons in the patient-referral
group. However, whether behavioral change takes place as a result of partner notification
has not been determined. Many patients state they are reluctant to disclose the names of
partners due to concerns about discrimination, disruption of relationships, loss of
confidentiality for the partners, and possible violence.

The following are specific recommendations for implementing partner-notification
procedures:

e HIV-infected patients should be encouraged to notify their partners and to refer them
for counseling and testing. If requested by the patient, health-care providers should
assist in this process, either directly or by referral to health department partner-
notification programs.

e If patients are unwilling to notify their partners, or if they cannot ensure that their
partners will seek counseling, physicians or health department personnel should use
confidential procedures to notify the partners.
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Case Management

The Missouri Department of Health and Senior Services (MDHSS), through the HIV/AIDS
Case Management Program, provides assistance in locating and coordinating medical and
psychosocial services for individuals with HIV or AIDS. The Disease Intervention Programs
notify providers of this program for their patients when calling for clarification of partner
notification. When the Disease Intervention Programs interview/counsel patients,
information regarding this program is provided to HIV-infected individuals.

The program is available statewide, free of charge, regardless of the insurance or financial
status of the individual with HIV or AIDS. Case Managers are located in a variety of
settings, including local health departments and community-based organizations (See
Appendix C for listing.)

Individuals may contact a case management office or may be referred, with their permission,
by physicians, family, friends or volunteer organizations. Upon referral, a case manager will
make arrangements to meet with the individual. Meetings may occur in the individual’s
home, doctor’s office, clinic, hospital, case manager’s office or other setting. The individual
will be given information about HIV/AIDS, disease transmission and methods to maintain a
healthy lifestyle. The individual may choose to enroll as a client in the program. The client
will work with the case manager to complete an evaluation/assessment and develop a service
plan. The client is always an equal partner with the case manager in the overall planning, the
decision making and the implementation of the service plan. The case manager will assist
the client in locating and accessing services such as medical care, housing, counseling,
transportation, etc. as needed. The client will meet with the case manager on a regular basis
to re-evaluate and update the service plan. Information regarding the eligibility criteria for
services is available from the case manager.
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HIV in Pregnancy

Increased understanding of the mechanisms of perinatal transmission of HIV and the
discovery of an effective therapeutic intervention have provided the opportunity to
significantly reduce the occurrence of mother-to-infant transmission. The results from the
AIDS Clinical Trials Group (ACTG) 076 study indicated that administration of zidovudine
(ZDV, AZT) to a selected group of pregnant women infected with HIV and to their newborns
reduced the risk for perinatal HIV transmission by approximately two-thirds (from
approximately 26% to 8%).

Incorporation of this regimen into clinical practice, coupled with increased prenatal HIV-1
counseling and testing, resulted in falling perinatal transmission rates to as low as 4-6%.
Transmission rates of 2% or less have been reported when zidovudine is combined with
elective caesarean delivery or when women are treated with combination antiretroviral
regimens that reduce maternal viral load to unquantifiable levels. (Mofenson LM, Mclntyre
JA. Advances and research directions in the prevention of mother-to-child HIV-1 transmission.
Lancet 2000; 355:2237-44.)

With the availability of specific therapy to significantly reduce perinatal transmission risk, it
is very important for all pregnant women to receive appropriate prenatal care and be offered
the opportunity to know their HIV infection status.

In 1996, the Missouri Department of Health developed a policy to reduce the risk of perinatal
HIV transmission (http://www.dhss.state.mo.us/MoEpi/moepil82.pdf). This policy includes
the following recommendations:

Prenatal care should routinely include HIV education and counseling and each pregnant
woman should be encouraged to undergo voluntary HIV testing. Each HIV-infected
pregnant woman should be informed of the substantial benefit and potential risks of
antiretroviral therapy administered during pregnancy and the neonatal period.

If a woman has not been tested for HIV during the prenatal period, she should, at the
time she presents for delivery, receive counseling and be encouraged to undergo HIV
testing. If a woman chooses not to be tested for HIV, she should be informed of the
significant benefits to her child’s health of knowing her child’s infection status, and she
should be encouraged to allow the child to be tested. It should be ensured that the
mother provides consent with the understanding that a positive HIV test for her child is
indicative of infection in herself.

HIV-infected mothers should be advised against breastfeeding in order to reduce the

risk for HIV transmission.
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Before an HIV-infected woman and her infant leave the hospital, arrangements should
be made for appropriate, ongoing medical care and other necessary services for both
individuals. If an HIV-infected woman is not enrolled in Case Management, she
should be encouraged to accept a referral to this program.

“Guidelines for the Use of Antiretroviral Agents in Pediatric HIV Infection,” August 8, 2001
(http://www.aidsinfo.nih.gov/guidelines/default db2.asp?id=51), state that identification of
HIV-infected women before or during pregnancy is critical to providing optimal therapy for
both infected women and their children and to preventing perinatal transmission. Therefore,
prenatal HIV counseling and testing with consent should be the standard of care for all
pregnant women in the United States.

The American Academy of Pediatrics and the American College of Obstetricians and
Gynecologists recommend that all pregnant women should receive HIV education and
counseling as part of their regular prenatal care. They further recommend HIV testing in all
pregnant women with their consent. In the event of refusal of testing, this should be
documented. For newborns whose mother’s HIV status was not determined during
pregnancy, the infant’s health care provider should educate the parent(s) concerning HIV
testing and recommend HIV testing for the newborn.
(http://www.aap.org/advocacy/washing/hivtest.htm)

The CDC Revised Guidelines for HIV Counseling, Testing, and Referral and Revised
Recommendations for HIV Screening of Pregnant Women can be found in the appendix and
online at: http://www.cdc.gov/mmwr/PDF/rr/rr5019.pdf.
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Treatment/Prophylaxis

Treatment recommendations for HIV disease are highly complex and continually changing as
results of clinical trials become known and as new therapeutic agents become available.
Refer to the current treatment guidelines (which are periodically updated) published on the
HIV/AIDS Treatment Information Service (ATIS) web site (http://www.aidsinfo.nih.gov/)
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MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
SECTION OF STD/HIV

HIV RISK ASSESSMENT/CONSENT

CLIENT ID/LAB NUMBER

TELEPHONE NUMBER DATE OF VISIT
ADDRESS ZIP CODE COUNTY
DATE OF BIRTH | AGE
[ ] Male [ ] Female 1M [Js Db [w [JSep ]SO []Live-in

Date of last sex? Date of last needle-sharing?

Race: [ JW [ B[] H[]API[]NA [] Other

Test History Last Test How many sex How many needle-sharing
Where? partners in the last six | partners in the last six
Have you been tested before?  When? months? months?
NO Results
YES Negative
# Times: Positive
Equivocal
Current Test Results: Unknown
Pregnant? [] Yes [] No [] Unknown

SEXUAL BEHAVIOR
Counselor: Enter date of last time

DRUG USE HISTORY / DATES
Counselor: Enter date of last time
Injected drugs
Shared needles

ADDITIONAL EXPOSURE

Occupational exposure

Sex with male Tattoo/body piercing

Oral Perform Receive Sex with drug or alcohol use Neonatal/mother of HIV +
Anal Insert Receive Other drug use Other
Vag Insert

Sex with female BARRIER / CONDOM USAGE COMMUNICABLE DISEASE / DATES

Oral Perform Receive L] Always Counselor: Enter date of last time
Anal Insert Receive [] Sometimes
Vag Insert Receive [l Rarely/Never Syphilis — RPR given

Sex with HIV + partner Gonorrhea

Sex with injecting drug user Chlamydia

Exchange of sex for money, Herpes

drugs, etc. TB/+ PPD

Victim of sexual assault/abuse Hepatitis  type

Other

CONSENT FOR THE HIV ANTIBODY TEST

By my signature on this form, | understand and give permission to be tested for evidence of HIV. If found to be HIV infected, | am aware
that positive results are reported to the Missouri Department of Health, and that | will be offered case management services.

SIGNATURE OF CLIENT

DATE

SIGNATURE OF COUNSELOR

AGENCY

SITE OF TEST (IF AN OUTREACH TEST)

AGENCY

Risk Reduction Plan

Test Results to be given:

| When:

| Where?

Referrals:

Post Test Session Date:

Recommend Retest: Date:

Counselor:

MO 580-1788 (4-01)

SSH-39




HIV Antibody Test Request (Lab-45, MO 580-0907)

The state laboratory performs HIV testing (Elisa and Western Blot). Specimens must be
submitted in the test Kits which are provided by the state laboratory and will not be
processed unless submitted according to sitate laboratory directions.  Test kits are
available by phoning 573/751-4830,

FOR STATE LAB USE

sSE9rs>
SE97g >

ST=1= b=
869787

SUBMITTER;

1. TEAR QFF AND KEEP COPY #1 FOR YOUR
AECOADS

PLAGE A PAENUMBEWRED PEEL-OFF
LABEL ON THE SPECIMEN TUBE. Tw( ()
PRENUMBERED PEEL-OFF LABELS ARE
FOR Y¥OUR USE

PLEASE LEAVE | PRENUMBERED PEEL-OFF
LABEL FOR STATE LAB USE,

SPECIMEM WILL HOT BE TESTED UNLESS
BOTH BOX &4 AND B ARE COMPLETED A%
REQUESTED.

o

LAE-45 [A8-23)

KO SB0-0907 (8-93)

HIV ANTIBODY TEST REQUEST

! THIS IS YOUR RETUAN ADDRESS LAREL,

ERSON CITY, WD 85101

STATE PUBLIC HEALTH LABORATORY

FISSOURI DEPARTMENT OF HMEALTH
307 W MeCARTY STREET

JEF

PATIENT 1D NUMBER i DATE DRAWN
i
869787 | N
PATIENT NAME [OPTIONAL] i
I
CATE OF BIRTH ) | ,__T i

S R W— | —
BOX A ATTENDING PHYSICIAN'S NAME AND ADDRESS

PHOME » COUNTY =

BE SENT TO THE SUBMITTER OMNLY

|
I
|
I
BOX B NAME AND ADDRESS OF SUBMITTER. LAB RESULTS wiLL -!

irfi-rc:--,-.nmcom RAGE * v | [mp | [ama
|

EOAA EMPLOYER

SOTVICES Prowided On A Nen-0ISChmIN3Isry DasiE

SUBMITTER FILE




PHYSICIAN'S CONFIDENTIAL REPORT OF HIV INFECTION

PATIENT INFORMATION PATIENT HISTORY
1. PATIENT ID HUMBER (FROM LAE SLIP) 15. AFTER 1977, THIS PATIENT HAD: (CHECK ALL THAT APPLY)
YO
7 PATIENT HAME [LAST, FUTST, &I} O O sex With Male
O O sex with Famals
& ADDRESS (STAEET, APT. £, RO. BOX NE) O O mjected Men-Prescriplion Dru
[0 O mecsived Clotting Factar v i [ other:
GIT, STATE, 2 COOE O O ewoed Transtusion:  First ______f_ Llast______
[0 O worked In Health Care Setting:  Occupation:
COUMTY 4 TELEPHONE O O Becipient Of Tissue/Grgans/Artificial Insemination Date: —____J
I ) HETEROSEXUAL RELATIONS WITH:
5 584 & DOt e O O injection Drug User
O O pisexual Male
7. DATE QF BIRTH 8. AGE 9. WARITAL STATUS 10, JEX O O Person With Hemophilia/Coagulation Disorder
| | 5] [ [o] [+ [ [E] o0 TransfusionTransplant Recipient With Documented HIV Infection
| 'bﬁ:ﬁ:_w O igial;,-z._aﬁrﬂsm ] 2. Hispanie Ethnicity [ O Person With AIDSHIV Infection Whese Risk ls Mot Known
| b i ¥ n
| O Binck L) b aniAK Natve Oves [Na 1&1 II:E]H PEDIATRIC/PERINATAL CASES
[ wmaL sTATUS . — : - IF < 13 YEARS OF AGE, MOTHER WITH HIVIAIDS?
E ccumnvnFEE:w e E Dacessed -Dateof Death: ——/ — /— If ¥as, Mother's Mamae: _ MathersDOB: — /7
!_ " ] LLE. [ cher: [urikraan If Newharn, Date Anti- Retroviral Tn<=',r“e|1'.|5.I far HIV Pravention Began f 8
7. FOR ADULT FEMALES Hepatitis B: HBsAg [Pos [ Neg Murnber of Live-Born Infants Defivered in the Last 18 Menths:
E |E| Patient is Gurrently Pregnant  EDC: ! ! Provide Birth Information for Most Recent Birth{s):
If ¥as, Weak of Pregnancy Antirstroviral Therapy Began: o:oB: [ J Birth Hospital: Breastfed |ﬁ|
[ zov ez [ owker: DOB: ¢ 1 Birth Hospital: Breasthed M
MG S80- 1641 (7-00) [CONTINCIED) SHPF-22

LABORATORY DATA

18. CURRENT HIV TEST(s) Incon- Mot TEST DATE | 20. ¥ HIV TESTS ARE NOT DOCUMENTED, IS HIV HAGHNOSED BY A PHYSICIANT
HIV Antibody Tests: Pos Meg clusive Done MMDDYY [¥] [N] M Yes, Diagnosis Date:
HIV-1 EIA g o o . A Provider: Clty/State:
HIV-1 Westemn Blot IF-ﬁ. L Ll Ll L N e -
HV-IHV-2CombinationEIA .0 O O [ | |21.[¥] [N] Patient is Past or Present HIV Vaceine Trial Participant
ELZ hody Tast Specimen . - - — (22 PREVIOUS HIV TEST?[Y][H] if Yes, Most Aecent Resut: [F] [N][Tn]
— '::_-':_"c"‘ — 4 Fluid - Other Type of Tesf ] Antibody O Antigen O PCR L Culture
0 e - T O Quaktative »-’CF’I L Quantitative PCR (VL
Incon- Mot TEST DATE O Other (specity) Test Date: _
HIV Detection Tests: Pos usive Done MADOYY Provider
;::1_:‘1.: or ANA Probe E E A CityiState )
Antigen Test ] O = If Previously Tested, Reason for Retest:
Other L] L

TEST DATE

MIDDYY

L] Case Management Elgibility O MedicaidMedicare Eligibility
High Risk Negative O Client Request
Confirm Diagnosis 0 Other:

CD4+ LYMPHOCYTE CDUNT:

TEST DATE

MAOVYH

Organon) 12 AT-PCF 1 Roche) 13 bDNA (Chirpn) 18, Other 19, Unspecified ::.:;i[ HF?;?;‘:H?DA- Count [ ]" ]: :::: }EEHS.“L I — |

15, TESTING LABORATORY NAME(S), AunnEss[Es: TELEPHONE NUMBER(S): ) P ! T
First COd+below 200ul or 14% [ ][ 1[ ][ ]celsiul I

(If Known) [0 1% I

WO 530-1641 (700




24. [ [N] PATIENT MEDICALLY EVALUATED? if Yes, Check All That Apply Oel. Pres. Moffr |
Oa = Kaposi's sarcoma O O__ v
| Symptomae + Lymghoma, Burkilrs (o squivalent) o 0O
| [ symptomatic, No History of AIDS-Defining llness § X ) ' ) -
| — = Lymphoma, mmunoblashc [oF édury. | [_] D ——
LI CD4+ is now or has been <200/14% i o, pedaney I beain O O
! Symptomatc, AIDS-Defining liness Wﬁ = M g complen of M Lidddd, Ssseminated or extrapuimonany [—-: D - E
Oui. Pres. Mo/¥r ! = M ubencudosis, puimonany _E = — |
= Canchdiass beonch aohea ungs — s . a M Sfemrdoos dnsem o AU U I S ;
* Canchiases eR00f0edl — — —'——— | = Mycobacieum of o Of Wrecensfied SPRCES. BSEM — [ — |
= Carcanoma invaisve Oervcal — ot | of exrapuim
= Corrlomboryeots. Sasemrated of SYTS0UITONSTY o o g Fes s tam pme e O O N
= Cryplocoocoss entafimonary —— * Pregmons, recurment in 12 mo period o -
= Cryphospondecsst Gt fEshral - i | = Prognstiee mulSocs] st snaonamy - — I
= Apregaicerg Saadid (O T vl Solen O rodes = | — S—— Saimonady septcomag reoument — —
+ Cytomegaiovnag rebnle (vilaon oss : : ] Tomopiasmosss of bean = - o
P r——— 0O 0O = Wipsing myrceome due 5 HIV Ll S
» Herpet srmplen cheonnd UICENS) OF DRDNCTSS : O |
PrEuTonn, eRpMBgTS. Pedigiric: (Addtona’ Infoai Disedies) __
» Hstoplasmosis, Gllem of SETADUEM O O __ | * Bactessl infectons, mullpl of recument. (ncl Saimonclla seplicemia) O O —
* |sosponasis, Chionis mMestnal (=1 ma) D D B | * Lymphosd rierpbhial prpumoned and'or pulmonarny fymphoid yparplasa [.—-l D —_—
25. I AIDS, Facility of Dmgncrus S _ TYPE OF FACILITY “I'HEHE AIDS WAS DIAGNOSED: (Check O.ntr} |
City/State: _ __ [0 Hospital Inpatient [ Hospital Qutpatient [ Public Clinic
O puie O Privato D Fodaral [ Physician's Otfice Oomer, —
Def. = dal'nitwe dlagnuulu Pres, = presumptive diagnosis ~ MalYr = date of initlal diagnosgis i
MO SB0-1641 (7-00) = (CONTINLIED ON BACK) SHP-22
INTERVENTION/PREVENTION SERVICES TO REFER AN HIV-INFECTED CLIENT
26.[7] [H] Patient {or Farent'Guardian) Informed of HIV Infection Status FOR: HIV/AIDS Care Case Management Services
] E physician Has Performed Spousal Motification KANSAS CITY: BIBE13-6220; 5T LOUIS: 21406125160
[7] (M Physician Requests Partner Notification Assistance - ar lhE; g}sgl#:r E?Egn;nenl uT.Hegllg {MDSDH]g
[ E Physician Requests SupportReferal Informalion Services eclion o ; revention & Lare Senvices
[F] (& Patient is Recaiving Traatment for HIVAIDS Jefferson City, MG - PH: 57:3/751-6439
1 Yes, ] Antiretrovial 0l Prophylasis FOR:  Public Health Counseling and Intervention Services
27. i[:-:ln.nENT's MEDICAL TREATMENT E{E:JIHAEM REIMBURSED BY: o fFagTﬂrﬂmfic;gfgz D; II-;\'?! I; ﬂ.frg?;ﬂagm
Private Insurance, HMO Medicare Mneas Laly: = Gl Louis: -
O erivate Insurance. Non HMO O ser Pay Your Lecal County ar District Health Office, or the MOOH
O Medicaid Managed Care O Ne Coverage Office of Burveillance, Jefferson City, MO - PH: 573751-6148
O Medicaid Feedor-Servies O other: TO OBTAIN ADDITIONAL INFORMATION;
- HIV CLIMICAL CONSULTATICN SERVICE: 1-800-933-3413
28, PHYSICIAN NAME, ADDRESS, TELEPHONE: +  OCCUPATIONAL EXPOSURE PROPHYLAXIS
HOTLUIME: 1-888-443.4911
HIVAAIDS TREATMENT INFC. SERVICE; 1-800-HIV-(2d0
+ NATICRAL AIDS HOTLINE: 1-800-342-AIDS
+ WO HIVSTD HOTLINE: 1-800-533-A108
s K HIVAIDE HOTLINE: $16/ 5136000
25. PERSON COMPLETING HIV REPORT: 0. DATE: (*An HV-infected person who knowingly confinues 1o expose
others to HIV)
31, COMMENTS: [ :

M R B 4T




. STATEMLOCAL USE ONLY
Patient's Name.

_ Phone No.: ( |
(Last, First, M1} Zip
Address: City: Counly: Stata: Code:

U.S. DEPARTMENT OF HEALTH
& HUMAN SERVICES

Centers for Disease Control

and Pravention

RETURN TO STATE/LOCAL HEALTH DEPARTMENT

— Patient identifier information is not transmitted to CDC! —

ADULI HIV!AIDQ LONFIDEN'l[AL (,Ag]i. RFPURT
(Patients 213 years of age at time of diagnosis)

ST P e s R,
W PRI

Il. HEALTH DEPARTMENT USE ONLY

Form .P.EEWM OMB Mo, 0320-0009
DATE FORM COMPLETED: )
Mo, Day ¥r. (i E%lél;léﬁx 25:%&;’ REPORTING HEALTH DEPARTMENT: State | | | | - | | | | | |
z - |
) |:| R i e et Rt hatientho.:
Cit City/County |
Gerom sounce: | ) { I [2] Update | Ganty g | [ L1 []1] |J
Il. DEMOGRAPHIC INFORMATION
(DIAGNOSTIC STATUS AGE AT DIAGNOSIS: DATE OF BIRTH: CURRENT STATUS: DATE OF DEATH: STATETERRITORY OF DEATH: )
AT REPORT (check one): I et e A
L1 ] HIV Infection (not AIDS) L_L_| ***= Lo L Alive Dead  Unk. Mo.  Day ¥
S i i o [
SEX: RACEETHHNICITY: CCIUHTRY (OF BIRTH:
Male | [1] White (not Hispanic) Black (not Hispanic) [3] Hispanic tlus. [7] :::ﬁf:;pgndgms and Possassions (including Puerte Rico)
=] s o American Indian/ =1 Mot —
(2] Female | [4] AsianPacific Islander  [5] pjagka Native %] Speciied | [8] Other (specily): [a] Unknown
RESIDENCE AT DIAGNOSIS:
Stato/ Zip J J ] [ T ]
\ City: County: Country: Code; Vs e e | )
IV. FACILITY OF DIAGNOSIS V. PATIENT HISTORY
fin ) [ AFTER 1977 AND PRECEDING THE FIRST POSITIVE HIV ANTIBODY TEST
OR AIDS DIAGNOSIS, THIS PATIENT HAD (Respond to ALL Categories):
Facility Mare o
& Sex with male .
City ® Sex with female
= = = ® |njected nonprescription drugs. = > 5
State/Country ® Recaived clotiing factor for hemaphlnafcoagulﬁhon dlsmdar.. 42T
FACILITY SETTING {check one) Specify L| Factor \"_I_!I ' 2 Factar 1X 3| Othcf_ :
ublic r2_ Brivate :g Federal |8]Unk. disprder; (Hemaophilia A) {Hemophilia B) {specify): _ s
& HETERDSEXUAL relations with any of the lo!lowmg
FACILITY TYPE [check one) = Intravenousfinjection drug user, ...
{01] Physician, HMO  [31] Hosphal, Inpatiant « Bisexual male
EB_| Other (gpacily): — = Person with hemophllla.'coagurallon dlsurder e SR
= Transfusion racipient with documented HIV infection. ...
fgﬁcfgg‘u!ﬁm'[;gfgg Igre {31 Diesase, Donirol nd Prevention = Transplant recipient with documentad HIV infection .. .
n;‘:e"’}ssﬂmtw ik ‘eg'g.f, il ) Recprnss o By + Person with AIDS or decumented HIV infection, risk not specified ...
pjagﬂsigaog ';gf‘@{ngm‘frgggdﬁm' B our Cooparin & ® Received transfusion owimdﬂ%l?o-d components (ﬂlrer thaYrr: clotting factor)
Infermatign in COC's HIVIAIDS survedance syslem thal would -
parmit identification of ary indvideal on whom a record is First Last
mu-:!lamEd is colleciad will Ia uaranbee thal it ml'l be I’ISKKb o
gssuﬁn":s ey Lo b B AU Lo el » Received transplant of lissueforgans or artificial insemination .,
S e e I B e ® Worked in a health-care or clinical laboratory sefting
Sarvica Act (42 USC 242m}. {spacily occupation):
B, Jh. % : J
VI. LABORATORY DATA
(" B
1. HIV ANTIBODY TESTS AT DIAGNOSIS:
(Indicate first test) Pas Meg Ina D’:?"e TEST DAIE ¢ Date of last documented negative HIV test b A
e il ki LLJCL]
OHIV-1EA .. ..o 1] [2] = (8] J (specify type:
Sy T ¥ Yes Mo Unk.
. - ” Tt 1 = & If HIV laboratory tests were not documented, is HIV hird ay
HV=THIVAZ ComDInaton 1AL, ... Y [:I:JI_= diagnesis documented by a physician?..._............. 1 [0] [8]
® HIV—1 Westem bloIFA ... [1] [B] [8] [9] D:]r Mo, .
m | 1 T T 1 =1 [ ] : n 1Al
® Other HIV antibody test . m@eEs 0] I yes, provide date of documentation by physician Dj D:]

(specily):

[] cullure i_ antigen

® Other (specify):

2, POSITIVE HIV DETECTION TEST: (Record garliest test)
| PCR, DNA or RNA probe

4. IMMUNOLOGIC LAB TESTS:
AT OR CLOSEST TO CURRENT DIAGNOSTIC STATUS

% & CD4Count .. D'DII

=
8

T

Tes! typa” COPIESML

3. DETECTABLE VIRAL LOAD TEST: (Record most recent test)

FECLIEEE] Ll

“Typa: 11, NASBA |0r,an:r|.| 12 AT-PCR [Rocha) 13 BDNA(Chiren) 8. Other

. ¥r
Dj cells/ul Dj Dj
» D4 Parcent, % CI:‘ D:‘
First <200 pL or <14% R
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= CD4 Parcent |—_l_| Yo [__ L Dilj
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| VIIl. STATE/LOCAL USE ONLY | 3
= Medical

Physician's Name: _ Phone No.: | ) Record No.
{Las1, First, ML) Person
Hospital/Facility: 0 Completing Form: Phane No.: { s
— Patient identifier information is not transmitted to COC! -
WiIl. CLINICAL STATUS
" : 3 ™
CLINICAL Yes Mo ENTER DATE PATIENT

Agymptomalic Symptomatic o -
i #1 Tel . (including acule rélroviral syndrome and 2
HECORDREVIEWED:. 3] 9] WASDIAGNDSED A5: persisient generalized lymphadenopalhyl: D:]I:I] {nol AIDS) D:‘ u

Initial Diagnosis  Initial Date

Initial Diagnosis  Initial Date

AIDS INDICATOR DISEASES Del. Pres. Mo, Yr. AIDS INDICATOR DISEASES Del.  Preg. Mo i,
Candidiasis, bronchi, trachea, or lungs |—1_ MA D:'Gj Lymghema, Burkitt's (or equivatent term) i1_ MA |:|:||:|:|
Candidiasis, esophageal |—1| E Dj[lj Lymphema, immunoblastic (or equivabent tarm) ] K M
Ca n:in:J.n;a. invasive carvical Tl NA Dj[jj Lymphoma, primary in brain
Coccidioldomycosis, disseminated or ] MaA mm Myw.b-ac!anum aviym complex or M. kansasi,
etlrapulmaonary d or gxtrapul ¥

MA _| M. luberculasis, pulmonary” ]
MA |:|:| | | M. tubercutasis, disseminated of extrapuimonary :L _'2__! DJD]

Mpycobactedum, of other species or unidentified 37 2] [_|_|'_|_|

speties, disseminated o exirapulmenary

Cryplococcosis, extrapulmonary

Cryptosparidicsis, chronic intestinal
(=1 ma. duraticn)

Cytomegalowirus disease (other than in liver,
spleen, or nodes)

Gytomegalovirus ratinilis (wilh loss of vision) FPriaumocystis carinil proumontia

HIV encephalepathy Preumarta, recurrent, in 12 mo. perod IL

WITT L] | rwenwemsssons G [T L]
MA D:IED Salmenalia seplicamia, recurranl ﬂ MA D]
MA DJII' Toxoplasmasis of brain [ 3
E i | ’ Wasting syndrome due ta HIV
L Del. = definitive diagnasis  Pres, = presumptive diagnosis | * RVCT CASE NO.: ]__ LEEE [

<
® I HIV tests were not positive or were not done, does this patient have =1 1 [
(- an immunadeficiency that would disqualify himmor from the AIDS caso definion? L1 Yes  [a N [a Unknown

Herpes simptex: chronic ulcers) (=1 mo, duration};
or bronchitls, pneumaonitis or esophagitis

=]

Histop! is, di i dor nary

=

Isosporiasis, chrenic intestinal (>1 mo. duration)

=
=
>

Kapos's sarcoma

1X. TREATMENT/SERVICES REFERRALS

~
5 i e g . s P =l 7 This patient is raceiving or has
7
Has this patient been informed of histher HIV infection? | 1]Y¥es |[0/Mo |9 Unk, been referred for-
This patient's panners will be notified about their HIV exposure and counseled by: » HIV related medical sarvices. . ...
[1] Health department i_—l Physician/provider _TJ Patient 'l? Unknown * Substance abuse treatment services | 1]
This patient received or is receiving: This patient has been enrolled at: This patient's medical treatment is primarily reimbursed by:
Y N U " Clinical Trial Climic . )
. ﬁnti—retmviial e? r Ol ; 1] NiH-sponsored [1] HRSA-sponsored Medicaid |2 | Private insuranceHMO
1 | — 3 —
Vhermpy bl lol 19 2| Other [2] Oter Mo coverage _4 | Other Public Funding
 Yes 3| None [3] None- [7] Clinical trial/ [8] Unknown
» PCP prophylaxis | 1/ 'a] Unknown [8] Unknown govemment program

FOR WOMEN; e This patient is receiving or has been referred for gynecotogical or obstelrical services: ... "1'] Yas |8 | Unknown
» |5 this patient currently pregnant? _..._........... . ot ii Unknown
» Has this patient delivered live-bormn infants? ... |_ Yes (1I delivered after 1977, provide birth mfnrmatuon F‘ Mo | 9 Unknown

below for the most recent birth)
CHILD'S DATE OF BIRTH: Child’s Soundex: Child's State Patient No.
Mo, Day e Hospital of Birth: | | | | | | | | | | ]
AEEENE | - [11] )

X. COMMENTS: £

Pubbic reporting burden of this collectan of infemation & estimatied by average 10 minules per response, including the lime for :-mvr-; instruchors, sealthng exisling G488 Souftel, Galherng A0 Manianing the Sata nesded, and tamphating and te-
collechon of informabon. An agency may mal cenduct o Spondr, nd & Sre0n i ol Tequd e 10 TESH0ND 10 3 ol 1 IS maton Lnkess. || Qisplays & ciTently vabd OME Con%ol rumber, Send comments fegarding Mhis burden sutmale of
spetl ol I tection ol indor mabion. NCYding Suggestons 1or necucing s burden to COC, Propct Chear ance CHlice, 15‘" Cilon Rsad. M5 0-24, Allanta, GA 30333, ATTH: PR 0-000%). Do rot 3end the complated I by this agdess.
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I, STATE/LOCAL USE ONLY

Patient's Name: = = Phane No..{ :
(Lasi, First, ML)

Zip

Address: Gily
RETURMN TO STATE/LOCAL HEALTH DEPARTMENT

County: State:
— Patignt identifier information is not rransmmed to COCI -

Us. DEPARTWENT oF HEMTH  PEDIATRIC HIV/AIDS CONFIDENTIAL CASE REPO

Centers lor Dissase Conlrol (Patients <13 years of age at time of diagnosis)
and Prevention

DnTE FOHM COMPLETED Il. HEALTH DEPARTMENT USE ONLY Form Approved OMB No. 0920-0009

.
(LT (e e e T TTT 11111

1] New Stale: o
(romrsaunee [ 1) | [T 0t |22, B (TTTTIITT]

IIl. DEMOGRAPHIC INFORMATION

' Ey
5 Ma. it
DIAGNOSTIC STATUS AT FEpORT: L] Perinaflly HIV Exposed i3] ny DATE OF LAST MEDICAL EVALUATION: [ | |[ |
(eheck ong) I| Confirmed HIV Infection (not AIDS) E| Seroreverier |
DATE OF BIRTH: AGE AT DIAGNOSIS: .CURRENT DATE QF DEATH: STATETERRITORY DATE OF INITIAL
Yeais Monihs STATUS: OF DEATH: EVALUATION FOR
Hiv infection [~ | || 1] Alive o IDATE e HIV INFECTION:
net AIDS) ... | = =T T T ML ¥
! = o L] Dead ! Eill=] jII_L |+|;|
messaaa]l | 1] [3] Unk. e e [ e —— TN |
Was reason fof initial | sgx; RACEETHNICITY: COUNTRY OF BIRTH:
z‘i‘:ig:f';ﬂg"afge v + t R U 5. Dependencies and Possessions
sylllplclmsg'-‘ F‘ White {not Hispanic) |—‘ ﬂsla PEGI:—‘,;M%“UB[ u V33 [mcluumg Puerto Rico)
e E 1 . ¥ ian
¥es Mo Unk m el E Blzck {nat Hispani) I_Iﬂlabﬁd Malive (specifyh S L SR )
1 [a] le] [2] Female 21 Hisnania '_| Nat specified a|Other a | Unk
—J = EZg = =2 o o Aopainy)- =l
RESIDENCE AT DIGNOSIS: State/ zip [ ]
City: County: Counilry: Code: I ]
- _/
IV, FACILITY OF DIAGNOSIS
' N
Facility State!
b Mo M S 7 i — Cousitoni =
FACILITY SETTING (chack ona) FACILITY TYPE [sheck ong)
3 Public E Private E Fedaral E Unk. ::l Physician, HMO l_ Haspital, Inpatient ’E, Other (specilfy): )
V. PATIENT/MATERNAL HISTORY (Respond to ALL categories)
-
= Child's biclogic mether's HIV Infection Status: {check ang) Ey
[7] Retused HIV testing (2] Known 1o be uninfected alter this child's binh  [3 ] HIV status unkaawn
Diagnesed wilth HIV Inlaction/aAlDS:
Befare this child's pregnancy T| Al time of defivery _TJ Alter the child's binh
[+] During this child's pregnancy E Belare child’s birth, exact period unknown E‘ HiV-inlecled, unknown when diagnosed
My * Mother was counseled about
= Date of mether's first positive HIV confirmatory test: ... CI] HIV testing during this pregnancy, labor or delivery? ... ?
After 1977, this child’'s biologic mother had: Yes No Unk Before the diagnosis of HIV Infection/AIDS, this child had: Yes Mo Unk
= Injectad nonprescription dnegs . RET| [i I’i = Roceived clolling factor for hemophikigicoaguiation disorder s I: @ E
specil Factor VI {H ilia A Factor 1} {H: hilia B)
« HETEROSEXUAL relations with: ki (5] Factor vin tsemopita my - [2] Factor 1 (Hemaphiia
= IVFAVENOUSANEEION BIMY LSO .oorocoi e cramsios st sssmsesmssenssas s E El E [e]omer spacity:
. i s « Received fransfusion of bloodbiood components
= Bisaxual Mmale .......moimmienenn . _— . PRSI 12 1 (N 1 ) L
I—— L [— {other than clol:ungiamorj A L |L |ﬂ [s]
- Male wilh Nemophila/coanuiaion dSomer ... 0] [ [&] o Y
- Translusion recipient with detumented HIV infection |T |T' F First: E :lj Lam:DZlDZ
- Transplant recipient with documented HIV infection ... [T, [?_] ,T » Received ransplan! of ISSU/organs ...
- Male with AIDS or documented HIV infection, risk not specified .. ,l_ |?' ,T | « Sexval contact wilha male ...

4 1 | Soxudlcontach wilh A1emall ..o i g
= Reteived translugion of BRedBlood components | =3
(elher than cloting facier) . |7 |T_ l?_ | = Injecled nonprascriplion GIUGS ... oo s C_l
1 o

* Received transplan of tissueforgans or artificial insemination |_ |T ,9_ | = Other (Alen State/City NIR Coondinator) ..., m
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VI. STATE/LOCAL USE ONLY :
E Medical
Physician's Name: Phone No.: | ! Record No.
{Last, First. ML) Perso
Hospital/Facility; el CUmpIelmg Form; Phone No.: | )
et Phys.rc:an identifier information is not transmitted to COC! —
VIl. LABORATORY DATA
e R - ™\
("1, HIV ANTIBODY TESTS AT DIAGNOSIS: (Aecard all tests, include earliest posilive) . Nowtr i ot e v
HIV=1 EIA # s (1] [o] - [2] g
SHIV-1EIA .. — B O . [ E I 1]
« HIV-A7HIV=2 COMBINAHAN EIA -...ocoocecsicsce e e PP ) | [e] - [2] L
» HIV=1/HIV=2 combination EIA ... I [e] - [=] |l
« HIV=1 Westem bloyIFA ... " - ] [e] [&] [2] |
« HIV=1 Westem BIoVIFA ...... i i G4l I | [e] [&] [=]
- Other HIV antibody 1251 (specify): _ [ [e] [=] | j |
2. HIV DETECTION TESTS:
(Record all tests, include earlies! positive) IEST DATE
Pasitve liemative Cone MoV +HIV DNA PCR B [ [E
N B S [e] [=] EEl_ < HIV BNAPOA .coercemicisssissiannis. [1] [0] [8] I
Sl 12w 1111 T OOt [ R | YT LT L T——— L N ') B 1 i '_H—
« HIV antigen test . = [ |:|:||:|:| + HIV BNA PCR [o] [=] Ej[ ]J
< HIV BN St B B LT - omerspeen oRoiEEER
3, HIV VIRAL LOAD TEST: (Record all lests, include earlisst detectabls) [Tyme: 11 nASBA (Omganon) 12 AT-PCA (Rosha) 13 sONA(Chinn) 18 Ciher |
Matartahia Tasi Daty o Ak
Tesupe  ocdent Cogegiml R Teyper  oaciabia Copiasimi Wo, . ¥e
ook
EE [TTTTIIT] [1] oo EEEN ERER
4, IMMUNOLOGIC LAB TESTS: (At or closest to current diagnostic status) 5. I HIV tests wore not positive or were not done, or the patisnt is lass .,
Bs Mo Unk
Mo i than 18 months of age, does this patien! have an :mmunudehaency -
i = | that would disqualify himmhar from the AIDS case definition? ... l: E E
» CD4 Count - ; | celtsfiul | ]
. '_ &, I Iaboralory tests were not documenied, it
iy LT | TS SR P I| celrs."uL u_: & patignt conlirmed by & physician as: Yot Mo Uk Mo, r.
B |% D]EE  HIV-infecled .... L0 E) [j i
T —— S O N T s o 0 o [ W W
Vill. CLINICAL STATUS
" ™
AIDS INDICATOR DISEASES Inilsal Diagnests  Initial Cate AIDS INDICATOR DISEASES Lu_Lla.LD_anm&Ls lnmaLI:la.'.a
Daf. Fres. _Ma.__¥r s e Det. Pres. Mo
Bactenal infections, multiple or recurrent 1 [D:_ i ]
(including Salmonella seplicemia) (1] ~ | Kaposis samoma [2] Ll ’ D
i . L mphoid imerstitial pnaumania andlor g |
Candidiasis, brenchi, irachea, or lungs [F] ~a | B i yenp lymphoid hyperplasi ] [E] L |— |
Candidizsis, escphageal i EI [E Lymphama, Burkit's {or equivalen] term) j A |_ | ” 1]
" Goceidinidomyzasis, disseminated or - T T : " y T 1
em«apulmna!yc I—‘_ WA !_] | 3 Lymphoma, immunoblastic (or equivalent Ialm:. [r] ha
Cryplocorcosis, extrapulmanary E MA [I] Lymphema, primarny in brain |I| NA
Cryp!oe-;;)uumcsis. chranic intestinal '.| lj Mycobacterivm avium complex or M kansasi,
{=1 mo. duration} EJ i . _dis_samir‘-algt! o exlrEpulmoenany |I| L?]
Cylomegalovirus disease (ather than in liver, |:|:| _ -
Shiceix. Brnodas) Bkt al=1 ino: olage E‘ A | M. luborcufosis, gisseminaled of extrapulmonary 1
e i o - [ T Mycobacterium, of other species or unidenlilied 1 lil
Cylomegalovingg ratinitis (with loss of visien) 0 E]l LL ”—[] sphcias, diesoninaled or exirapuimanary. M = l
HIY encephalopathy ||_] NA Iil D_| Pngumocyshs canni pneumonia E [?| I:I’:lj
Hempes simpien: chionc UICONS) (=1 Mo, duraton]; ar bon- T [D W . - . NA __Ij
chitis, prumonifis or escphiagils. onset at =1 mo. of age [] na || o il lelikg i ] I | L]
Hi 1sis, di of exti y El MA | Toxoplasmasis af beain, onsatal =1 mo. of age [‘—l E [ |
— —_— 2
|sesporiasis, chronic intestinal (>1 ma. duration) ] mna Wasting syndrome due 1o HIV [] wa . |—|__|
Dof, = delinitive diagnosis  Pras. =
Has this child been diagnosed. If yes, initial Mo ' TEMCTCASENO.
aen diagn o I F . 1 1
wilh pulmonary tuberculosis?” [1]ves [0]No  [3]uns diagnosis and date: [ 1] Definiive [z | Presumpliva | | !| | |— | | | | | I | - ]
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IX. BIRTH HISTORY (for PERINATAL cases only)

[Binh history was available for this child: EJ Yes E Mo @ Link. If No or Unknown, proceed to Section X. j

A

—
HOSPITAL AT BIRTH:

Hosgpilal: E S _ Gty State: Counlry;

RESIDENCE AT BIRTH:

State/ Zip = [ T
City: County Couniry: CludE:|_|__ AN . |

BIRTHWEIGHT: EIRTH: oy [Tonale: [2ltwin  [5 sz I lunk NEOMATAL PREMATAL CARE:
{enter lbsfoz OR grams) Typoi., [t]omnge  [ein  [s]a 2 STATUS: mos
Month of pregnancy | |
lite |:|: oz | DRV [t Ivaginal [2]Elective Caesarean  [3 |Mon-alective Cassarean [1] Fuilterm prenatal care began: | .
[« Icassarean, unk. type [3 |Unk. 2] Bremaes: |
1T i | Tolal numbier of
Igfams BirthDefects: .. [1]Yes  [olNo  [ounk e | prenatal care visits:
Spacihy e | 1| g
typelsk: ode:] * Did mother receive any other Yes Mo Unk
Anti-rat iral dicati Ml Il
* Did mother recelve * Did mother recaive * lerJ;;ap(r:;:\':ncTr: s l‘— l;] Ll
zidovudine (2DV, AzT) Pt Yes  No o Uk zidovudine (ZOV, AZT) Fefussd Yes Mo Unk I yus srincily:
during pregnancy? E! E |E| E‘ during labarfdelivery? E _‘—I ﬂ ﬂ T—
* [id mother receive any other Yes Mo  Unk
* i yos, whal week of Weeks * Did mother receive W & Anti-retroviral medication [l el [5]
pregnancy was zidovudine | | | zidovudine (ZDV, AZT) S8 e, LAk during iaborideiivery? — = =
(ZDV, AZT) started? |99 Uik prior 1o this pregnancy? [I_ o] Ii 1 yes. spacity:
7
( Mate»r‘ngnl Daﬁgyaf Bir:(r: Maternal Soundex: Matarnal State Patient No. M

EREEEN | | EEFEOEESEE

Birthplace of Biologic Mother:
[1]us.  [7] Us. Dependencies and Possessians (including Puerto Rico) (specify):

E Other (specify): =

[2] unk. 4

X. TREATMENT/SERVICES REFERRALS

Yes N
« Meonatal zsidovuding [ZD'\«" AZT:l s Anti-retroviral nerapy oF O.
fer HIV pravention .. for HIV [reatment .. 4 ol i
« Other neonatal anli-ratroviral medication — =1
for HIV prevention + PCP prophylas il pE
It yes, specily —
‘Was child breastied? | This child has been enrolied at: This child's medical treatment is primarily reimbursed by:
Yas Mo Unk Clinical Taal Clinig [1] Medicaid (2] Other Public Funding
1o} I‘__.l"“"”‘SP""S‘J'Qtl [z]omer L | [2] Pivate insurance 8o [7 ] Clinical rialigovernment program
& Nane [=]unx. (3 ]None L2 |unk. [3] Mo coverage 5 | Unk
L = S/ A
rTnIs child's primary caretaker is: h
Biologic [z Otner [F]F ptive  [4] FosterAdop 2 [a]unx.
& pareni|s) ~ relative " parent, relative paren, unrelated in Section X1.) y,

XI. COMMENTS:

\_ : il
(X1 COMMENTS CONTINUED ON THE BACK)

Res

{Tnis repat bo the Centars for Disease Conlrol and Prevention (CDC) is autherized by law [Sections 204 and 306 of
todderal gavennmes :-unwcea bt may be mandatony under stala and local slalules  Your cooy o 55 NECRSSATyY
syslem al wauld parmi denlfcalan of any indwickial o0 whom a fecofd IS maintained, & coleciad with & guaranies that & wil be i

2 al e local healh depatment, and will not ctharwise ba disclosad o refaased wilhout 1he consent of the modsidual in accorganca wil

\ch 2470 ar~ ?-‘m\
HIV:

s x:. usmd il ,,
Section 3d(d) of tha Pusis Hea

cticns. searching g

Public rapoming burdan of this collection ol infarmation is et
Ihe dhata needod. and completing and ravewing 1he collection of
currgnly vahid OMB control Aumber. Sand comments 1egardin
ance Officer, 1600 Cllion Road, M3 D.24, Atlnia, GA 30333,

ated to nwr'u_;u 10 minutes par responsn. incliding the tme for ravigwing | ctl 1
r| 1 a,ency MY Nt conduct N Al‘d 2 pefSon s Not fequired 10 fespend 030 aharmation ! O
1 ar any ather aspect ol ihis on of inlarmabian, cludng suggestans 1ot i bl DG, Presect Cloars
PF!J\ [l."f.lr(! !X)El:)] Da net send the complated !onn to this addross. J
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XI. COMMENTS (continued)
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